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Prevalence. The true prevalence of rheumatic 
fever in the United States, the degree of crippling 
morbidity it inflicts, or the mortality rate justly 
attributable to this disease are unknown for it is 
not a reportable disease in this country and its 
many different manifestations are not accurately 
reflected in mortality statistics. Nevertheless, ex- 
perience has shown it to be among our most impor- 
tant diseases, ranking with tuberculosis and syphilis, 
in that patients with active or old evidences of 
rheumatic fever make up such an appreciable per- 
centage of the total sick admitted to large general 
hospitals in certain sections of this country. Also 
the prevalence of rheumatic heart disease is an- 
other rough measure of the prevalence of rheumatic 
fever. The results of the examination of school 
children and other groups of individuals have fur- 
nished information on this point. It has been esti- 
mated that in this country about 80 per cent of the 
total organic heart disease in children of school age 
is rheumatic and, in large eastern and mid-western 
cities of the United States, rheumatic heart disease 
is present (according to estimates largely derived 
from this basis) in from 0.3 to 3 per cent of the 
children examined. In groups of young adults such 
as men drafted for military service, individuals 
applying for life insurance, industrial workers and 
university students, rheumatic heart disease has 
been found in from 1 to 2 per cent of those exam- 
ined. These figures may not appear very striking 
in themselves. However, when one considers the 
relative youth of the individuals upon whom these 
determinations are based, i. e., from 5 to 25 years 
of age, and the greatly increased death rates asso- 
ciated with rheumatic heart disease, the importance 
of the disease becomes apparent. 


Geographic and Climatologic Distribution. 
Rheumatic fever is widespread throughout the 
world, but seems to be particularly common in tem- 
perate climates. Hospital statistics from North 
America record a higher prevalence of the disease 
{at least in some of its more characteristic forms) 
in the North as opposed to the South, but accurate 
regional statistics on the prevalence of rheumatic 
heart disease are not available. In the tropics not 
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only does rheumatic fever seem to be uncommon 
but less severe, simulating scarlet fever in this 
respect. Furthermore, there is some evidence that 
individuals emigrating trom tropical regions to 
the North may develop types of rheumatic fever 
which are more severe or more fulminant than the 
average northern case. Such observations have been 
made on Porto Ricans who were recent immigrants 
to New York City. It is an old theory, of course, 
that cold and dampness predispose to rheumatic 
fever, but the nature of this relationship is still 
obscure. It is possible that the high incidence of 
upper respiratory infections in cold and damp cli- 
mates is a major factor in this association. 


As is the case with many acute infectious 
diseases which maintain a high incidence in tem- 
perate climates, the acute stages of illness also fol- 
low a seasonal trend. Thus attacks of active 
rheumatic fever occur more frequently in colder 
and wetter months of the year. In the eastern part 
of the United States the maximum incidence is 
reached in the late winter and early spring months. 


Social Distribution. The view is widely held 
that rheumatic fever is a disease which is more 
prevalent among individuals living under poor 
hygienic and urban conditions, and that these 
conditions are usually an expression of poverty. 
In England, for instance, it has been considered as 
a disease of “children of the artisan class” and the 
statement has been made that: “Although techni- 
cally the rheumatic infection may not be a ‘poverty 
disease’ in that its frequency does not seem to fol- 
low absolutely the variations in degrees of pov- 
erty, yet nothing is more certain than that it is a 
disease of the poorer classes.” In this country little 
information on this aspect of the disease exists. 
Many cases are seen among the well-to-do, but 
comments have been made on the lower per cent 
of hospital admissions for rheumatic fever among 
private patients as opposed to those admitted to 
medical wards. Other studies have recorded the 
fact that in university students the prevalence of 
rheumatic fever was more than twice as great 
among the poorer students than it was among the 
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hetter-to-do. In the City of New Haven, Connecti- 
cut, it is eight times as great in school children 
attending public schools in poverty stricken urban 
districts, than it is in children attending private 
schools. There is little doubt that “foci” of the 


disease exist in certain populations. They have been — 


described in groups of houses often situated in damp 
regions within cities and occupied by individuals 
who are generally quite poor. An unusually high 
prevalence of active or old cases of rheumatic fever 
has been found in such communities. As an expla- 
nation of these facts all one can say is that appar- 
ently poverty, malnutrition, and unhygienic sur- 
roundings furnish the most favorable soil for the 
development of the infection. Much work remains 
to be done on these social and environmental fac- 
tors for they have not been defined and they may 
point the way to a better understanding of this 
obscure disease. 


Familial Tendencies. Experience has shown 
rheumatic fever to be a disease in which the familial 
incidence is high, and one is often impressed by 
the frequency with which more than one member 
of a family is attacked. In families in which the 
parents have. suffered from rheumatic fever, evi- 
dences of the disease have been found more than 
twice as frequently among the children as in other 
families. In groups of so-called rheumatic families, 
from 8 to 20 per cent of the members may be 
infected. Perhaps the most cogent observation of 
this type is that of St. Lawrence (1922) who 
found the familial incidence of rheumatic fever to 
be closely analogous to that of tuberculosis. The 
relative importance of hereditary and environmen- 
tal factors in giving rise to this concentration of the 
disease within certain families is unknown. One 
aspect seems fairly clear, namely, that when an 
epidemic of upper respiratory infection such as 
tonsillitis, occurs in a family, in which at least 
one member has sustained a previous attack of 
rheumatic fever, the upper respiratory epidemic 
may be often followed by the appearance of active 
rheumatic fever in several members including those 
who had previously shown no signs of the disease 
Not only do several “‘new”’ cases seem to be initiated 
in this manner but periods of recurrent activity of 
the disease often pass through certain families in 
waves, sometimes heralded, or precipitated by an 
upper respiratory infection and sometimes unher 
alded by any rocognizable precipitating cause. A 
striking example of this situation may be seen in 
association with a familial epidemic of scarlet fever 
in a “rheumatic” family 


Sex. Among children the general experience 
is that girls are more frequently affected than boys. 
In hospital cases, embracing all ages, there is ap- 
proximately an equal division between the sexes. 
Swift states that the polyarthritic manifestations of 


the disease are seen more often in men than in 


women, but if we include all manifestations, fe- 
males are affected more often than males. 


Age. In its more familiar forms, active rheu- 
matic fever is a disease of childhood and young 
adult life. The maximum incidence of first attacks 
occurs between the ages of five and twelve, reach- 
ing a peak about the age of seven. It is rare in 
infants under two years, and the acute forms are 
uncommon after forty or forty-five years of age. 
About forty cases have been reported in infants 
under one year of age, most of whom were being 
nursed by mothers suffering from acute phases of 
the disease. There are also a few reports of what 
may be examples of congenital acquisition. 


It should be emphasized that in rheumatic fever, 
as in tuberculosis, the age of the patient plays a 
part in determining the symptomatology of the 
disease. Thus juvenile rheumatic fever is charac- 
terized by a variety of protean symptoms, some of 
which are not so often seen or recognized in the 
adult. These juvenile symptoms include growing 
pains, erythema multiforme, unexplained fever, 
failure to gain weight, frequent nosebleeds and 
often fulminant or insidiously developing carditis. 
Polyarthritis is a juvenile symptom, but it is often 
absent and generally milder than in adults. An- 
other example of juvenile rheumatic fever 1s Syden- 
ham’s chorea, seldom seen in the adult. This rela- 
tionship of different clinical manifestations to the 
patient’s age is well illustrated in certain families 
in which two or three members of different ages 
sustain attacks of rheumatic fever more or less 
simultaneously. In the parents the symptoms may 
be largely those of acute or subacute arthritis, a 
child of from 9 to 14 may have chorea and a 
younger child may have fever, growing pains and 
subacute carditis and all these different symptoms 
may occur in the family within a period of a 
few weeks. 


Summary. In this country and particularly in 
the northern part, rheumatic fever is a common 
and serious disease. Its first manifestations usually 
appear in childhood following an upper respiratory 
infection contracted during the winter or spring 
months of the year. It manifests itself by periods 
of acute or chronic illness, during which wide- 
spread lesions may occur throughout the body, of 
which the most serious seem to be those involving 
the heart. Periods of activity of the disease show a 
strong disposition to recur in individuals who have 
once been infected. These recurrences like the first 
attacks, are more prevalent during the age period 
of 5 to 15 years, but are by no means limited to this 
age period. The disease finds its highest prevalence 
among poor people living within cities and “runs” 
in families. This last feature has some clinical 
application, for if in children from “rheumatic 
families” one finds subclinical symptoms and signs 
such as “growing pains,” failure to gain, “func- 
tional” systolic murmurs, unexplained fever, they 
should be regarded with more suspicion than if 
these symptoms and signs occurred in children 
from “non-rheumatic families.” 


Joun R. Paut, M.D.., 


New Haven, Conn. 
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